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Dear Editor 
This letter is in response to the article by Hayhurst 
M. D. “Preoperative pulmonary function testing”, 
Respir Med 87: 161-163 (1). The author concludes 
that the role of preoperative chest physiotherapy in 
the prevention of the development of postoperative 
pulmonary complications is inconclusive and that the 
‘proven usefulness of preoperative chest physio- 
therapy appears to be limited to those patients 
with lobar atelectasis, or who are producing large 
quantities of sputum’. These comments deserve 
further discussion. Hayhurst (1) cites a review paper 
by Jackson (2) supporting this statement. Jackson 
actually concludes that chest physiotherapy is 
clearly effective at reducing the incidence of post- 
operative pulmonary complications especially when 
commenced preoperatively. 
In addition, Hayhurst failed to report on two 
studies, one by Castillo and Haas (3) and one by 
Roukema et al. (4) that demonstrate that the combi- 
nation of preoperative and postoperative chest 
physiotherapy resulted in significant reductions in the 
incidence of postoperative pulmonary complications 
(atelectasis and chest infection) in both non- 
complicated patients (without excessive airway 
secretions) after upper abdominal surgery and 
elderly thoracic and abdominal surgical patients, 
respectively. 
It is important to determine the specific tech- 
niques of physiotherapy that may result in these 
beneficial effects, including newer techniques such as 
continuous positive airway pressure. 
G. NTOUMENOPOULOS 
385 Clarke St 
Northcote 3070, Australia 
25 May 1993 
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Reply to the letter from Mr Ntoumenopoulos 
Mr Ntoumenopoulos incorrectly ascribes my com- 
ments on the role of physiotherapy in patients with 
lobar atelectasis, or producing large quantities of 
sputum to a review paper by Jackson (1). 
The useful role of physiotherapy in patients 
producing large amounts of sputum, is reviewed by 
Kirilov (2), who cites six studies, all of which show 
benefit from physiotherapy manoeuvres, using objec- 
tive criteria such as sputum weight, lung volumes, 
and radioaerosol clearance. 
The role of physiotherapy in lobar atelectasis is 
described by Marini et al. (3), who showed that 
physiotherapy was as effective as fibre optic broncho- 
scopy in reversing acute lobar atelectasis. Broncho- 
scopy is considered by some to be the treatment of 
choice in lobar atelectasis. 
In fact Jackson (1) cites three references to support 
the role of four modalities (chest physiotherapy, 
bronchodilators, deep breathing manoeuvres, and 
antibiotics) in preoperative patient preparation. In 
summarizing the published literature he states that 
the role of physiotherapy in prevention and treat- 
ment of post operative pulmonary complications is 
shrouded in ‘confusion rather than consensus’. 
Another reviewer echoes the sentiments and 
points out the many methodological deficiencies of 
published studies (4). 
The evidence that preoperative physiotherapy 
prevents post operative pulmonary complications 
is based on two studies ($6) to which Mr 
Ntoumenopoulos has suggested a third (7). This 
study, however, describes radiologic and auscultatory 
changes with no objective assessment of improve- 
ment, nor clinical relevance of the changes. Another 
reviewer has excluded this and other papers 
from analysis, because of various methodologic 
deficiencies (8). 
Other authors have found that the duration of 
hospital stay after operation is not altered by breath- 
ing or coughing exercises, incentive spirometry, or 
positive end inspiratory pressure (PEEP) (9-12). 
Many of the studies, as mentioned in the original 
editorial (13), suffer from methodological deficien- 
cies, not acceptable by the experimental standards of 
today. Such shortcomings as lack of blinding or 
randomization, use of measures at intervals unlikely 
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to have any significant benefit, failure of document- 
ing objective parameters of improvement such as 
lung volumes, failure to relate changes to clinically 
significant events, and lack of precise details of 
treatment protocols make interpretation and rec- 
ommendations extremely difficult. This reinforces the 
point made by Mr Ntoumenopoulos. 
In concluding, much of what is standard practice 
in medicine has never undergone a properly con- 
ducted randomized trial, and I am not suggesting 
that preoperative physiotherapy should be aban- 
doned because of a paucity of objective data as to its 
efficiency; but neither am I advocating that a high 
risk patient should be taken to surgery without a post 
operative management plan, in the often mistaken 
belief that preoperative physiotherapy will reduce the 
degree of risk. 
M. D. HAYHURST 
Department of Medicine and Respiratory Clinic 
Groote Schuur Hospital 
Observatory 7925 
Cape Town, South Africa 
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Dear Editor 
Intravenous antibiotic therapy in cystic fibrosis: in 
hospital or at home? 
We congratulate Drs Peckham and Knox (1) on 
their succinct review of the advantages of home 
intravenous antibiotic therapy in cystic fibrosis. 
Home i.v. therapy was introduced in Aberdeen in 
1974, partly because the ‘integration’ of the Health 
Services had made it difficult for administrative rea- 
sons for community-based nurses to give intramuscu- 
lar antibiotics in the home (as had previously been 
our practice), and partly because of the obvious 
benefits of this approach to treatment which had 
been reported from the U.S.A. (2). 
In 1990 we audited our home i.v. service and, in 
addition to the advantages identified by Peckham 
and Knox, we also identified a further, less easily 
quantifiable, benefit which we would like to highlight. 
Most parents reported that they had derived a great 
deal of satisfaction from this enhancement of their 
caring role; in participating actively in an important 
part of the medical care of their child, by ‘doing 
something which not even nurses are allowed to do’, 
they felt that the care they were giving was ‘complete’ 
and very rewarding. The psychological benefit there- 
fore extends beyond reducing the disruption of fam- 
ily life which accompanies hospital admission, to 
include some very positive feelings in favour of home 
treatment. 
Although care must be taken to select suitable 
cases for home i.v. therapy, with proper back-up very 
few families are in fact unable to benefit from such 
treatment and, although we started this service more 
by serendipity than design, we have had no cause to 
regret its introduction. 
T. K. NINAN AND G. RUSSELL 
Department of Medical Paediatrics 
Royal Aberdeen Children’s Hospital 
Cornhill Road 
Aberdeen AB9 2ZG, U.K. 
3 August 1993 
